features to provide adequate  service  to  the elderly;   that is,  doctors responsible for each older person's outpatient  care,   free care,  and numerous accessible doctors'   offices.     Yet  startling numbers of problems were discovered  heretofore  unknown  to and  untreated  by the patient's  responsible physician.     Common disorders were usually encountered,   including  congestive heart  failure,   correctable  hearing and vision deficits,   tuberculosis,   urinary dysfunction,  anemia, chronic bronchitis,   claudication,   cancers,   nutritional deficiencies, uncontrolled diabetes,   foot disease  hampering mobilitiy,   dental disease  impeding nutrition,   dementia,   and  depression.
Further questioning of  subjects  and  data analysis  led  to clear and startling explanations  for  this apparently  self-destructive illness behavior of elderly Scots.     The most common explanation for symptom tolerance and non-reporting was  the pervasive  belief  that old age is inextricably associated with illness,  functional  decline,  and feeling  sick.     Old and young,   lay and  professional,   men and women, all believed  that to be old is  to  be ill.     Obviously this  ageist view of health and disease guarantees   that  older  individuals,   even when afflicted with the  same  symptoms  which  impel the middle-aged  sick into  the mainstream of the health care  system,   will not  seek care, will  suffer in silence the progression of many  diseases,  and endure the functional losses engendered   by untreated  illness.     That old age in the absence of disease is a  time of good health and persisting function has been documented  by numerous   studies  of normal aging; 2J  but while our society  labors   in ignorance of gerontologic information,   elders will  continue  expecting  decline and dysfunction. A cliche  in geriatrics worth remembering  is  that  sick old people are sick because they are  sick,  not  because  they are old.     Though certainly numerous  physiologic  declines   characterize normal human aging,   these declines are gradual,   and  their  functional impact is ameliorated by the decades over which they occur and by the remaining, if diminishing,   reserve  capacities of the  individual. Thus, major  functional decline,   especially if abrupt  in an individual already old,   is usually attributable  to  disease,  not  aging.
A second explanation for old  people  not reporting illness was that  the high prevalence of depression,   coupled with the many losses common in late life,  interfered with the  desire to regain vigor.    A third block to  reporting  illness was   found  to  be intellectual  loss. Though never normal,  the increasing  prevalence  of cognitive  loss with age is doubly dangerous to  the detection of  disease.   Cognitively impaired  individuals have a diminished  ability to complain and are also evaluated less enthusiatically for associated medical disease or even reversible disease producing   the intellectual  losses themselves.8_/    A fourth explanation  for symptom concealment  by elderly patients was fear  that   something would  be  found  and  generate diagnostic or therapeutic interventions which,   in themselves,  will